Background 20 Ghana's National Health Insurance Scheme is a demand side programme where the 21 governing authority registers clients and purchases health care services for them from public 22 3 39 of the households' ranked attitudes of Scheme staff as positive. The study found the NHIS 40 card facilitates access to facility based health care. Satisfaction levels with use of the card 41 were mixed and contextual among discussants. However, 90% of households reported their 42 cards were readily accepted at health facilities. Expired card (51.4%) and health facility had 43 stopped accepting NHIS cards (14.3%) were mentioned as reasons for non-acceptance. 44 
and private providers. Access of services is high across a broad Benefits Package with no 23 parallel enrolment necessary for any type of service at the point of access. Nonetheless, 24 there is evidence of difficulty in acquiring and use of the NHIS card to access health care 25 services. 26 Objective 27 While studies had been conducted into general awareness, there was no linkage between 28 awareness, uptake and experiences with registration and use of the card. This study fills this 29 gap. 30 Methods 31 This is a descriptive study. A mix of qualitative (39 Focus Group Discussions) and quantitative 32 (625 household interviews) methods were used to collect the data. Qualitative data was 33 analysed manually using a thematic approach while a frequency analysis was done for the 34 quantitative data. 35 Results 36 Knowledge about the Scheme was near universal. Enrolment was lower among FGD 37 discussants, 38.7% had valid cards, than for household respondents, 62.9% valid cards. While 38 mixed experiences with the registration process was observed among FGD discussants, 74% Introduction 50 From 1957, health care in Ghana was free until 1969 when the Hospital Fees Decree (NLCD 51 360) was passed, and subsequently amended as Hospital Fees Act 387 of 1970, to introduce 52 user fee for consultation [1] [2] [3] [4] . In the ensuing years, laboratory, and diagnostic services, 53 invasive procedures and a select group of drugs were added to the chargeable list. Later, 54 fixed fee charges for designated services and a 15% charge of the actual cost for general 55 services was introduced with the enactment of The Hospitals Fees Legislative Instrument, LI 56 1313, in 1985 [3, 4] . A list of exemptible services and conditions were specified in the clients and participating service providers [3] . Membership is compulsory for all persons 74 living in Ghana based on an annual renewable system. This is however currently not being 75 enforced [6, 17, 20, 21] . At the point of registration, potential enrolees provide biometric 76 information, which then serves as their identification within the system [16] . Enrolees are 77 either premium-exempted or premium-paying. The premiums are set by the DMHISs, usually 78 higher for urban and lower for rural populations, but within a range determined by the NHIA 79 [6, 17, 20, 21 ]. An inclusion list of inpatient, outpatient and emergency services is covered at 80 full cost by the curatively-inclined NHIS Benefits Package with no prior authorization before 81 member access [3, 22, 23] . 82 The NHIS has impacted positively on utilisation of outpatient (increased by more than forty-83 fold) and inpatient (increased by more than thirty-fold) services from the pre-NHIS era 84 [24, 25] . Whereas average per capita health care utilisation rate for NHIS cardholders is 3, 85 that for general utilisation for Ghana is 1.7 [26, 27] . Reports however shows of an ineffective 86 registration system and unavailability of services to NHIS card holders [4, 8, 28] . Challenges of 87 access to registration are related to both supply and demand side factors. While the supply 88 side challenges are partly attributable to the switch from magnetic to biometric registration 89 which has resulted in centralisation of the registration process at the district scheme offices, 90 the demand side challenges are context specific [16] [17] [18] 22, 24] the study of knowledge, experiences and perceptions that are context specific [31, 32] . This 100 study therefore aims to adduce and validate evidence that unpack issues that are reflective 101 and necessary for gauging the perceived state of the Scheme by the population to improve 102 its implementation. This study was undertaken as a baseline survey for the African Health 103 Markets for Equity Programme (AHME). The NHIA had operated for over a decade. While 104 studies had been conducted into general awareness, there was no linkage between 105 awareness, uptake and experiences with registration and use of the card. This study set out 6 106 to find; level of awareness; experiences with registration; usage after registration; and 107 experiences with access to services.
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Methods
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Study Setting: 110 The study was conducted in three districts: Ashaiman, Adaklu and Kassena-Nankana (divided 111 as East and West). The districts were selected to represent the southern and northern 112 sectors of the country and also the rural-urban divide. 113 Ashaiman, with an even sex distribution has a predominantly youthful population - 31 135 Communities for the AHME project in each district were determined based on consultations The quantitative data was analysed using the Frequency Analysis method. The data was first 176 entered in Microsoft Excel and to control for data entry errors, there were three rounds of 177 data entry verification and validation. Findings are presented as percentages in tables. 179 There were more male FGDs discussants, 53.6%, than females. On the other hand, there 180 were more female household survey respondents, 56.5%. More than half of both the FGD 181 discussants and household survey respondents were between the age ranges 31-60 years Seventy-eight percent of the household respondents had ever enrolled onto the Scheme and 218 majority of them, 62.9%, had valid cards. As Table 1 shows, of the 22% that had never 219 enrolled 56.1% stated they have not had the time to go register.
Sampling and Data Collection
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Characteristics of Survey Respondents
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[Insert] to sell our cows and other food products to pay for the cost of hospitalization of our children 228 when they get sick, but now with the NHIS card, we do not have to do that. You are taken 229 care of free-of-charge". This sentiment was echoed severally and in different forms by 230 discussants in all the districts. 231 The discussants mentioned both formal and informal channels as the sources through which 232 they got information about the NHIS. Most indicated they get their information about the 233 NHIS through the television and radio and from local announcements at the lorry station. For 234 some, their knowledge and sources of information was based on their experiences with the 235 Scheme. Interestingly, these discussants stated that they heard about the NHIS at the point 236 of sickness as shown in the quote below: 
Access of Services and Experiences with Use of the NHIS Card at Health Facilities
299
Findings from the FGDs show that though the NHIS card is used for varied purposes, its 300 common use is to access health care. Reasons mentioned by card holding discussants for 301 their inability to use their NHIS cards to access health care are similar to that of the 302 household respondents as presented below. Discussants who were satisfied with use of the 303 card stated they did not pay for medicines and beds while on admission. They were given 304 equal attention as the fee paying clients by health workers with some stating preferential 305 treatment was rather given to card holders. In contrast, some stated that presenting the 306 card at some health facilities was the reason for the poor quality of services that they 307 received. Others also stated that use of the card was associated with some level of 308 humiliation as shown in the following sentiments: Seventy-three percent of household respondents that had used their NHIS cards reported 316 using it to access health care. The frequency of use of the card ranged from less than 2 317 weeks (6.1%), 2-3 weeks (10.7%), 1-3 months (26.8%), 4-6 months (20.5%) and, 6 months or 318 more prior to the survey (36%). The other common use of the card as found in this survey is 319 as an Identity Card at the bank, Police station and to access mobile money services. On the 320 other hand, majority of respondents who did not use their cards stated they had not fallen 321 sick (88%) whilst holding a valid card. A quarter stated they had lost their cards. Other 322 responses are provided in Table 4 .
[Insert] Reasons for the respondents ranking of NHIS staff attitudes are presented in Table 6 . 371 Overall, 90.8% of respondents expressed a willingness to renew their cards. Reasons for 372 renewal and non-renewal are shown in Table 7 .
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[Insert] Kassena-Nankana districts. These districts have high incidence of rural poverty. We therefore 402 infer that respondents in these districts perceived the NHIS as protection from catastrophic 403 health expenditures implying that the Scheme is fulfilling its core mandate [4,10,20,32,34]. 404 Valid subscription was however 38.7% and 62.9% among FGD and household respondents. 405 There appears to be high leakage or non-uptake of the Scheme. Solving this challenge of 406 non-uptake and low renewal of membership has operational implications at the district 407 Schemes level to invest resources to understand the causes and take remedial actions. Good 408 social marketing of the Scheme at the community level in the meanwhile may contribute to 409 membership growth and retention [6, 8, 29] . 410 We observed that respondents had high knowledge of the NHIS. All FGD discussants and 468 We note some limitations of our study. An inherent limitation is that the sample size and 469 sampling process for the household survey was not scientifically predetermined. Since we 470 did not also focus on triangulating responses, there is the possibility of respondent recall 471 bias. We note that strong views by vocal discussants during the FGDs may have influenced or 472 drowned the views of the less vocal discussants. We do not also exclude the possibility of 
Frequency (%)
Assurance that government will pay for the service 20 Confident that I don't need to pay out of pocket to use services 25.3 As an NHIS card holder I was given preferential treatment 13.7 Staff attitude towards me (an NHIS card holder) was very friendly 15.3 Quality medication was made available to me (NHIS card holder) 12.7 Laboratory services were offered to me (NHIS card holder) freely 6.2 Other, specify 5.4
Reasons for non-renewal (N=44)
Waiting time to see the doctor was too long 11.7 Processing procedures for card holders too long 14.9 Long queues at the OPD 8.5 Poor attitude of the health workers 6.4 Doctor not present in the consulting room 6.4 No medicines available in the pharmacy 4.3 Laboratory services not working 2.1 Preference given to those who pay out of pocket 11.7 Staff attitude towards NHIS card holders is unfriendly 7.4 NHIS card holders are issued prescriptions to buy their own drugs 8.5 Card holders are asked to co-pay for health services 14.9 Others, specify 3.2 655
